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“A child who is born is something to seek out, stinimg to search for, a star, a northern
light, a column of energy in the universe. And#dcwho dies—that's an abomination.”

--Smilla’s Sense of SnawPeter Hoeg

Introduction

Although the child death rate in Massachusettsidarly the lowest in the natidn,
between 600 and 700 children die each year in Massatt¢. Their deaths are attributable to
natural causes, accidents, suicide, and homicidéese deceased children are included in
epidemiological reports produced by the Departn@@nPublic Health (DPH). DPH gathers
information on all deaths that occur in Massachadetn contrast, the statistics compiled in this
analysis by the Department of Social Services (DS8) Massachusetts child welfare agency --
are limited to the deaths of children whose farili@d an open case or a closed case (six months
or less) at the time of the child’s death, as waslichildren whose deaths were reported to DSS
pursuant to M.G.L. ch. 119, sec. 51A, and were fiolanbe due to abuse or neglect.

All child deaths in families “known” to the Deparémt of Social Services (DSS) are
reported to the Case Investigation Unit (CIU), retgss of how the child diedCIU staff
conduct investigations that focus on a review @& #ervices provided to the family and the
circumstances surrounding the death. Each inasiigincludes but is not limited to a review
of the entire case record and a visit to the DS8aADffice to interview social work staff
involved with the case. Before a CIU report is fimad, a member of the Professional Advisory
Committe@ reviews the report to provide an external perspectThe purpose of this review is
to determine if there are case practice and pagyes that need to be addressed by DSS.

Since the formation of the CIU in the late 1980&yt have collected information on
deceased children whose families had the followstagus with DSS:

« families with an open case,;

« families being investigated as the result of a Skporf
received prioto the child’'s death;

! Annie E. Casey Foundation. 2007 Kids Count DatakBavailable online at
http://www.kidscount.org/sld/databook.jsp

2 Number of child deaths from printouts for year®@Q@o 2006 generated by the Massachusetts Regiswjtal
Records and Statistics (DPH).

% DPH reports on Massachusetts Deaths can be fduritha/www.mass.gov/dph/bhsre/resep/resep.htm#death

* The manner of death may be natural causes, utimah injuries, homicide, suicide, pending
investigation/autopsy, or undetermined followingaaropsy.

® The Professional Advisory Committee has a muk&itilinary membership including legal, educationagdical,
mental health, law enforcement, social service,dnild welfare professionals not employed by DSS.

® Massachusetts Laws, Chapter 119, Section 51A iiegmf abuse and neglect of children).




» families who had an open case within the six months
preceding the child’s death; and

» families who had a supported 51A report within gignths
preceding the child’s death, but the case was pehed for
services.

In 2001, the CIU began collecting information onceised children from families
unknown to DSS and deceased children from familigls cases closed more than six months
prior to the child’s death. This “new” group ofilclien was limited to only those children where
abuse/neglect was the direct cause of death oreAlmgdect was a contributing factor to the
cause of death. The data collected on these ra@itent deaths are not as comprehensive as the
data collected on families “known” to DSS (see &t@tl items above). Data are gathered via
phone calls to Area Office staff and a review adfecanformation through the use of the DSS case
management information system (FamilyNet).

There are three main sections in this report.ti@ed¢ consists of a summary of all child
fatalities that occurred during 2006. Sectiondhtains a statistical analysis of the data coltkcte
on all deceased children whose families were “kriotonDSS (excluding families with case
closures more than six months before the childatige Statistics cover all manner of death
during the years 1989-2006. It should be notedtti®intent of this chapter is to describe what
happened to all the deceased children from famikaswn” to DSS, regardless of the cause of
death.

Section Il includes a statistical profile thatcéses solely on the maltreatment-related
deaths that occurred in 2001-2006. In 2001, thentcof children who died from abuse/neglect
was expanded to include deceased children whosédamvere unknown to DSS or were closed
more than six months prior to the child’s death.

The statistics presented in this report are basedformation obtained from the DSS
Case Investigation Unit and FamilyNet. Additiomalormation on the manner of death and
related medical diagnoses was obtained from theisRggof Vital Records and Statistics
(Massachusetts Department of Public Health).



|. Summary of Child Fatalities in 2006

Thirty-one (31) children in families with an openrecently open DSS case status died in
2006. Twenty-one (21) of these children died froatural causes, 4 died in accidents, 1 was a
homicide victim, and 1 committed suicide. For theaining 4 children, a manner of death was
undetermined following an autopsy by a medical aram Thirty-five percent (35%) of the
deceased children were infants (less than oneoldr23% were 1-4 years old, 13% were 5-11
years old, and 29% were adolescents (12-17 yedjs @&leven (11) of the 31 children were in
DSS custody (8 temporary, 2 permanent, 1 voluragrgement). Of these, 4 were in unrelated
foster care, 3 were hospitalized, 1 was in a paptide home, 1 was in residential care, and 2
were receiving DSS services at honi8ee table on page 5)

The deaths of an additional seven children werdtreadment-related. Four of the
children were from families not previously known@&S and three children were from families
whose cases had been closed for more than six satthe time of the child’s deati{See
table on page 6)

Child deaths have decreased dramatically ovepdlse 18 years. Counts of fatalities have
declined from 84 in 1989 to 30-31 in 2004-2006.e Teak year for child deaths was 1990 (89
deceased children). Since 1989-1990 there has d@eajor reduction in the number of infant
deaths. Typically, these children died from meldicablems originating at birth.

In 2006, the leading factors causing or contritiyitto child fatalities were congenital
conditions and prematurity. Although these deathted factors are still prominent, they have
shown distinct declines over the past 18 yearse ddcline in these factors (as well as drugs, low
birth weight, and Sudden Infant Death Syndromgabably related to the drop in infant deaths
since 1989. Even though drugs and alcohol haveedsed as factors in child fatalities, they are
still a major contributor to a family’s involvementith DSS. Children of substance abusing
parents are at greater risk of neglect, physicalsep sexual abuse, and emotional abuse
compared to children of non-substance abusing aren

Sixty-one percent of the children known to DSS wiliexl in 2006 were not in placement.
Since monitoring of child deaths began in the I880s, the majority of deaths have occurred to
children living at home with their parents. Redesd of location, most deaths have been due to
natural causes and to a lesser degree, accidémthe past six years (2001-2006), there have
been two maltreatment-related fatalities in fosee and none in residential care. In both 2001
and 2005, there was one child maltreatment deathrnelated foster care.

" National Clearinghouse on Child Abuse and Nedlefarmation. 2003. Substance Abuse and Child Mattrent.
Children’s Bureau, ACF, U.S. DHHS (http://nccanciilzhs.gov).



During 2006, there were 10 fatalities with suppdrallegations of neglect or physical
abuse. Neglect was a factor in 8 deaths, phyalmate was a factor in 1 death, and both physical
abuse and neglect were factors in 1 death. Thpepators in the 8 neglect cases were 5
mothers, 2 fathers, 2 unrelated caretakers, 1 mmirdiome/rehab staffperson(s), and 1
grandmother. An unknown individual(s) was the péngtor in the physical abuse case. A
mother (neglect) and an unknown individual (phylsiabuse) were the perpetrators in the
physical abuse and neglect casee tables on pages 5-7)The 10 deaths in 2006 were
preceded by 7 deaths in 2005, 8 deaths in 200416+1® maltreatment-related deaths in 2001-
2003.



CY'2006 Child Fatalities: 31 Children from Families

with an Open or Recently Open DSS Case Status

AGE FAMILY DURATION MANNER NEGLECT/ DSS PLACEMENT
(YEARS) CASE STATUS OPENED/CLOSED DEATH FACTORS CAUSING OR CONTRIBUTING TO DEATH ABUSE CUSTODY TYPE

<1 current protective 6 months or less NC CLOTTING DISORDER, BLEEDING IN BRAIN, LUNG DISORDER, PREMATURE, LBW NO NIP
<1 current protective 6 months or less NC PULMONARY HYPERTENSION DUE TO DIAPHRAGMATIC HERNIA, PREMATURE NO HOSP
<1 current protective 6 months or less NC HYDROCEPHALUS (CONGENITAL) NO HOSP
<1 current protective 6 months or less NC VIRAL PNEUMONIA NO NIP
<1 current protective 6 months or less U SIDS (SLEEPING W/MOTHER) NO NIP
<1 closed 6 months or less NC SIDS NO NIP
<1 current protective 6 months or less NC SIDS, PREMATURE NO NIP
<1 current protective more than 6 months U SIDS (SLEEPING W/MOTHER) NO NIP
<1 current protective 6 months or less NC HYDROCEPHALUS (CONGENITAL) VOL UNREL
<1 current protective more than 6 months NC COMPLICATIONS FROM EXTREME IMMATURITY, LBW NO NIP
<1 current protective 6 months or less NC ASPIRATED/ASPHYXIA, PREMATURE, CONGENITAL CONDITION NO NIP

1 current protective more than 6 months A ASPHYXIATION (SLEEPING W/MOTHER) NEG NO NIP

1 current protective 6 months or less NC MULTIPLE MEDICAL CONDITIONS (CONGENITAL), PREMATURE, LBW NO NIP
2 current protective more than 6 months NC SEPSIS & DISSEMINATED INTRAVASCULAR COAGULATION (BLOOD CLOTS) TEMP UNREL
2 current protective more than 6 months NC TETRALOGY OF FALLOT (CONGENITAL HEART DEFECTS), PREMATURE, LBW TEMP UNREL
3 current protective more than 6 months A DROWNING NO NIP
4 current protective 6 months or less H MULTIPLE MEDICATIONS OVERDOSE NEG NO NIP
4 current voluntary ~ ---mmmmeemeee- NC MULTIPLE MEDICAL CONDITIONS (CONGENITAL) NO HOSP
5 current protective more than 6 months NC  WISKOTT-ALDRICH SYNDROME (IMMUNODEFICIENCY DISEASE) (CONGENITAL ) PERM PRE-ADOP
5 current protective more than 6 months NC MULTIPLE MEDICAL CONDITIONS (CONGENITAL) TEMP UNREL
7 closed 6 months or less NC BACTERIAL MENINGITIS NO NIP
8 current protective more than 6 months NC MULTIPLE MEDICAL CONDITIONS (CONGENITAL) NO NIP
12 current protective more than 6 months NC HEART FAILURE (CONGENITAL) PERM HOSP
12 current protective more than 6 months NC LEUKEMIA TEMP NIP
14 current protective more than 6 months U ASPHYXIATION (NECK CAUGHT BETWEEN BED & RAILING) NO NIP
14 current CHINS NC BRAIN TUMOR (CANCER) TEMP HOSP
15 current CHINS A MOTOR VEHICLE ACCIDENT NO NIP
16 closed 6 months or less A MOTOR VEHICLE ACCIDENT NO NIP
16 current protective more than 6 months U SEPTIC SHOCK, BRONCHOPNEUMONIA, MULTIPLE MEDICAL CONDITIONS NEG TEMP HOSP
16 current protective more than 6 months S ASPHYXIATION (HANGING) TEMP NIP
17 currentvoluntary ~ ---eeeeemeeeee- NC BACTERIAL MENINGITIS TEMP RES

CODES: NC = natural causes; A = accident; H = homicide; S = suicide; U = undetermined by medical examiner; NEG = neglect; PHYS = physical abuse; TEMP = temporary;

PERM = permanent; VOL = voluntary agreement; NIP = not in placement; HOSP = hospital; UNREL = unrelated foster home; KIN = kinship foster home; PRE-ADOP = pre-adoptive foster home,
RES = residential care




CY'2006 Child Fatalities: 7 Children from Families Unknown to DSS or with Cases Closed more than Six M onths

AGE FAMILY DURATION MANNER NEGLECT/ DSS PLACEMENT
(YEARS) CASE STATUS OPENED/CLOSED DEATH FACTORS CAUSING OR CONTRIBUTING TO DEATH ABUSE CUSTODY TYPE
<1 closed more than 6 months NC PULMONARY NEONATAL HEMORRHAGE, PREMATURE, LBW, DRUGS & ALCOHOL NEG NO NIP
<1 closed more than 6 months NC NECROTIZING ENTEROCOLITIS, PREMATURE, LBW, DRUGS NEG NO NIP
<1 unknown family - H SHAKEN BABY SYNDROME PHYS NO NIP
<1 unknown family - A ASPHYXIATION (SLEEPING W/FATHER) NEG NO NIP
<1 unknown family - A ASPHYXIATION (NOT FASTENED IN CAR SEAT) NEG NO NIP
1 closed more than 6 months H BLUNT FORCE TRAUMA TO THE ABDOMEN PHYS/NEG NO NIP
8 unknown family - A HEAD INJURY FROM ATV ACCIDENT NEG NO NIP

CODES: NC = natural causes; A = accident; H = homicide; S = suicide; U = undetermined by medical examiner; NEG = neglect; PHYS = physical abuse; TEMP = temporary;
PERM = permanent;NIP = not in placement; HOSP = hospital; UNREL = unrelated foster home; KIN = kinship foster home; PRE-ADOP = pre-adoptive foster home




CY'2006 Child Fatalities: Perpetrators of Child Mal

treatment (10 Children from Families Known or Unkno

wn to DSS)

CHILD PERPETRATOR PHYSICAL ABUSE CIRCUMSTANCES MANNER OF DEATH AGE
1 mother pulmonary neonatal hemorrhage, premature, LBW, drugs, natural causes 2 days
alchohol
2 mother necrotizing enterocolitis, premature, LBW, drugs natural causes 9 days
3 unknown shaken baby syndrome homicide 66 days
4 father asphyxiation (parent sleeping with child) accident 93 days
5 mother asphynxiation(child not fastened in car seat) accident 119 days
grandmother
6 mother asphyxiation (parent sleeping with child) accident 437 days
7 mother homicide 714 days
unknown blunt force trauma to abdomen, beating
8 mother multiple medications overdose homicide 4 years
father
9 unrelated caretaker head injury from ATV accident accident 8 years
unrelated caretaker
10 nursing home/ negligent handling of child with multiple medical conditions undetermined 16 years

rehab staff




[I. Analysis of DSS Child Fatalities: 1989 — 2006
(Open or Recently Open Cases)

Thirty-one children “known” to DSS died in 2006 @la 1). Counts of deaths in prior

years ranged from 30 to 36 in 2002-2005, 39 toB97-2001, 53 to 55 in 1995-1996, 65 to 68
in 1991-1994, and 84 to 89 in 1989-1990 (Tablelh)2006, 11 of the 31 children were infants
(less than 1 year old) and 9 were adolescents €THbl Since 1989 there has been a significant
reduction in the number of infant/young child deaffiable 1, Fig. 1). Many of these young
children die from medical problems originating athb The number of adolescent/young adult
deaths had been relatively stable until 2002 (Tabkig. 1). The decline in adolescents in 2002
was mainly attributable to the absence of adoldsdeaths from natural causes. During the
years 2003-2006, there was a modest increase aglthlgoff in adolescent deaths.

Table 1. Age of Children (1989 — 2006): Counts bil@en

Calendar Age of Children
Year Lessthan 28| 28 daysto <1| 1lyr.to<2 2yrs.to<5 5yrs.to <12 12 yrs. Total
days yr. yrs. yIs. yrs. or Older

1989: No. 16 26 5 9 10 18 84
% 19% 31% 6% 11% 12% 21% 100%

1990: No. 10 30 7 12 9 21 89
% 11% 34% 8% 13% 10% 24% 100%

1991: No. 8 21 4 6 9 18 66
% 12% 32% 6% 9% 14% 27% 100%

1992: No. 8 23 8 8 5 15 67
% 12% 34% 12% 12% 7% 22% 100%

1993: No. 10 17 11 6 6 18 68
% 15% 25% 16% 9% 9% 26% 100%

1994: No. 1 25 7 9 8 15 65
% 2% 38% 11% 14% 12% 23% 100%

1995: No. 8 21 6 5 10 3 53
% 15% 40% 11% 9% 19% 6% 100%

1996: No. 3 14 3 6 13 16 55
% 5% 25% 5% 11% 24% 29% 100%

1997: No. 6 11 3 5 2 15 42
% 14% 26% 7% 12% 5% 36% 100%

1998: No. 4 5 5 6 4 17 41
% 10% 12% 12% 15% 10% 41% 100%

1999: No. 6 9 1 4 4 15 39
% 15% 23% 3% 10% 10% 38% 100%

2000: No. 5 6 7 3 5 15 41
% 12% 15% 17% 7% 12% 37% 100%

2001: No. 3 12 1 4 8 18 46
% 7% 26% 2% 9% 17% 39% 100%

2002: No. 1 9 4 8 6 4 32
% 3% 28% 12% 25% 19% 12% 100%

2003: No. 3 10 4 3 5 11 36
% 8% 28% 11% 8% 14% 31% 100%

2004: No. 4 6 2 4 4 10 30
% 13% 20% 7% 13% 13% 33% 100%

2005: No. 5 10 1 2 4 9 31*
% 16% 32% 3% 6% 13% 29% 100%

2006: No. - 11 2 5 4 9 31
% - 35% 6% 16% 13% 29% 100%

* Updated (addition of one child) since last repoill subsequent trend tables are updated as well.



Figure 1. Child Fatalities by Age: 1989 - 2006

Fatalities

Calendar Year

B<1yr O1-<5yrs M5yrs-<12yrs. W12 yrs. Or Older -

The median age of deceased children was 3.2%ea2006 (see table below). Thirty-
five percent of these children were infants and 288¢e adolescents (Table 1). Median age has
ranged from 0.7 years in 1995 to 9.0 years in 20011995, the proportioof infants reached its
peak value (55%) (Table 1). The occurrence ofhigl median value in 2001 was due to a
significant upward shift in the ages of children y€ars old or older (especially, ages 16-20

years).

YEAR 1990] 1991 1992| 1993] 1994 1995| 1996| 1997
AGE (YRS) 18| 20| 14 17 14 0y 5p 24

YEAR 1998 1999 2000( 2001| 2002| 2003| 2004 | 2005| 2006
AGE (YRS) 51| 5.0] 4.1 9.0 2.} 21 4 112 32

8 Half the children are younger than the medianagkhalf are older.
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A. Manner of Death and Contributing Factors

Sixty-eight percent of the child deaths during @@ere from natural causes (Table 2).
In the past 18 years, the proportion of “naturadaths has ranged from 27% to 68% (60.5%
median) (Table 2, Fig. 2). The relatively low poofion of natural deaths in 1998 and 2002
coincided with a relatively high proportion of agental deaths (Table 2, Fig. 2).

A total of 6 deaths (19%) in 2006 were the resultaohomicide, suicide, or an
unintentional injury (Table 2). Unintentional imudeaths were attributed to suffocation (1 year
old sleeping with parent), motor vehicle acciddri &énd 16 year old), and drowning (3 year old).
There was one homicide victim (4 year old givenrdese of prescription drugs) and one suicide
victim (16 year old hanging).

Table 2. Manner of Child’s Death (1989 — 2006): ftswf Children

Calendar Manner of Death
Year Natural Causes Unintentional Homicide Suicide Undetermined* Total
Injury

1989: No. 57 13 6 5 3 84
% 68% 15% 7% 6% 4% 100%

1990: M. 50 24 9 2 4 89
% 56% 27% 10% 2% 4% 100%

1991: No. 35 15 11 1 4 66
% 53% 23% 17% 2% 6% 100%

1992: No. 41 12 11 3 67
% 61% 18% 16% 4% 100%

1993: No. 45 10 9 4 68
% 66% 15% 13% 6% 100%

1994: No. 41 13 8 1 2 65
% 63% 20% 12% 2% 3% 100%

1995: No. 36 10 5 1 1 53
% 68% 19% 9% 2% 2% 100%

1996: No. 29 14 7 4 1 55
% 53% 25% 13% 7% 2% 100%

1997: No. 28 9 4 1 42
% 67% 21% 10% 2% 100%

1998: No. 11 18 9 2 1 41
% 27% 44% 22% 5% 2% 100%

1999: No. 23 9 3 2 2 39
% 59% 23% 8% 5% 5% 100%

2000: No. 24 12 3 1 1 41
% 59% 29% 7% 2% 2% 100%

2001: No. 29 9 6 2 46
% 63% 20% 13% 4% 100%

2002: No. 15 11 4 1 1 32
% 47% 34% 12% 3% 3% 100%

2003: No. 23 5 5 3 36
% 64% 14% 14% 8% 100%

2004: No. 18 8 4 30
% 60% 27% 13% 100%

2005: No. 17 5 4 2 3 31
% 53% 17% 13% 7% 10% 100%

2006: No. 21 4 1 1 4 31
% 68% 13% 3% 3% 13% 100%

* Undetermined following an autopsy by a medicaminer.

Notes: Totals may not equal 100% due to roundiifig-o
The manner of death for maltreateddrhit could be accident, homicide, or natural caugesexample of natural
causes would be an infant death aiedh to prematurity/congenital conditions resultiragn maternal substance
abuse.
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Figure 2. Child Fatalities by Manner of Death: 1989 - 2006
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Note, there are 4 “undetermined” manner of deatfega2 SIDS infants and 2 severely
disabled children (Table 2 on page 10 and summarpage 5). In the two SIDS cases, the
infants had been sleeping in bed with their motherfndetermined” is used when the
information pointing to one manner of death is norencompelling than one or more other
competing manners of death when all available médron is considered. “Undetermined” is
intended for cases in which it is impossible taabkbsh, with reasonable medical certainty, the
circumstances of death after a thorough investigatiThese two SIDS cases may have been
borderline--natural causes (SIDS) or accident (gsption). The deaths of the two disabled
children may have been partly due to accidentsnamaral causes.

Specific factors causing or contributing to chiddalities in 1989 through 2006 are listed
in Table 3 (on page 13). These factors were itledtiafter reviewing autopsy reports, death
certificates, DSS case records, and printouts fleenMassachusetts Registry of Vital Records
and Statistics. In 2006, the leading factors dbuting to child fatalities were congenital
conditions and prematurity (Table 3). Death-ralafi@ctors that have shown the most distinct
declines over the past 18 years are drugs/alcdbhudiden Infant Death Syndrome (SIDS),
congenital conditions, prematurity, and low birtkight (LBW) (Table 3). The decline in these
factors is probably related to the drop in infaetiths over this period. Drug/alcohol use by
mothers during pregnancy has been associated waimgturity, congenital deformities, and
LBW. Substance abuse by parents/caretakers igsdied in more detail on pages 29-30.

In 2006, one fatality case was identified as beingg and/or alcohol involved (Table 3).
However, it was unknown in 9 other cases whethagslior alcohol were factors (Table 4 on
page 14). Drug/alcohol-related cases are thoseendparent, caretaker, or child’s use of drugs
or alcohol was a contributing factor in the deatifS8ome examples are: a teenage homicide
involving the dealing of drugs; an adolescent oweidg on drugs; a child’s accidental death

11



from neglect while the parents/caretakers werexin&ded; a child contracting AIDS at birth
from a heroin-addicted mother; a motor vehicle dect where the driver was a teenager or
parent under the influence of drugs/alcohol; and iafant death due to congenital
conditions/prematurity that resulted from the mothese of substances during pregnancy. For
drugs/alcohol to be considered a contributing facdto the last example, there must be a
supported report of neglect and a medical diagntss$ the baby's death from congenital
conditions was a direct result of the mother’s afsgeubstances during pregnancy.

12



Table 3. Factors Causing or Contributing tad Death (1989 - 2006)

Calendar Year

Specific Factors 1989 1990 1991 1992 1993 1994 1998996 1997 1998 1999 2000 2001 2002 2003 2004 200606
Drug/Alcohol Related 26 25 13 12 19 12 7 3 3 3 3 15 2 4 5 1
Congenital Condition 26 13 15 13 21 9 12 13 9 6 9 2 1 12 8 6 4 14
Prematurity 16 17 7 8 11 5 11 3 5 3 4 5 5 1 5 5 8 7
Low Birth Weight 15 13 5 7 5 1 3 - 3 2 2 2 3 - 2 4 6 4
SIDS 15 16 8 5 12 19 9 8 8 4 6 3 5 5 5 4 4 4
HIV- Related Infections 2 4 6 5 3 6 4 4 1 -- 1 1 -- 2 -- -- --
Other Infectious Disease -- 3 2 -- -- -- 3 3 1 1 -- 2 3 4 3 4
Fire 5 9 1 6 2 5 2 - 4 2 - 2 1 2 - - - -
Motor Vehicle Accident 5 6 6 4 4 3 -- 5 1 5 4 7 4 4 3 4 1 2
Drowning 1 3 4 2 2 2 2 5 1 6 2 2 2 3 -- - 1 1
Other Accident -- 10 3 -- 3 5 4 3 5 5 4 2 1 3 1 1 3 2
Neglect 11 12 5 12 5 2 7 2 1 11 2 3 7 7 5 3 4 3
Physical Abuse 2 4 4 3 5 1 6 4 1 5 1 1 2 3 2 -- 1 - -
Firearms 3 5 4 6 3 6 1 2 4 5 2 1 1 1 2 4 3 -
Terminal lliness NA NA NA NA NA NA NA NA NA NA NA NA 7 6 1 3 3
Shaken Baby Syndrome NA NA NA NA NA NA NA NA NA NA NA NA 1 1 - - -
Stabbing NA NA NA NA NA NA NA NA NA NA NA NA 2 1 1 - -
Beating NA NA NA NA NA NA NA NA NA NA NA NA -- 1 -- 1 -
TOTAL FACTORS 127 140 83 83 95 76 68 55 49 58 41 42 60 43 49 41 7 4 45
TOTAL DEATHS 84 89 66 67 68 65 53 55 42 41 39 41 46 32 36 30 3131
INFANT DEATHS 42 40 29 31 27 26 29 17 17 9 15 11 15 10 13 10 151 1

Note The summation of factor counts does not equahthmber of deaths because multiple factors may berg&ibuted to a child’s death.
Physical abuse only includes shaken baby syndrstakbing, and beating when the perpetrator isetalaar.

13



When neglect and physical abuse are contributicipifa to a child’s death, each is counted in
both of the categories displayed in Table 3. Cquently, the number of deaths involving neglect
and physical abuse cannot be determined by addengdunts for each category. The following table
gives the number of children with abuse- and/onewgelated deaths during 1989-2006. In 2006,
there were three neglect-related deaths. The nuaflabuse/neglect-related deaths has ranged from
a high of 15 in 1992 to a low of 1 in 1997. Theseints only include deceased children whose
families had open cases or cases closed six montass at the time of death.

Calendar Year and Number of Maltreatment-Related Daths: 1989-1997
1989 1990 1991 1992 19938 1994 1995 1996 1997
13 14 9 15 10 3 11 5 1

Calendar Year and Number of Maltreatment-Related Daths: 1998-2006
1998 1999 | 2000{ 2001 2002 2003 2004 2005 2006
13 3 4 7 9 5 3 4 3

Table 4 displays ages of children and whether odnags and/or alcohol were factors in their
deaths. The count of drug/alcohol-related deathss(a minimum value since it was not known if
substances were factors in 9 other deaths. Althaolnggs and alcohol have been declining as factors
in child fatalities, they are still a major contitor to a family’s involvement with DSS. The
pervasiveness of drugs/alcohol in these fatalisesas shown on page 29. Statistics are presented
the past and current use of substances by panedtether primary caretakers. A description of the

type of drugs and their prevalence is also provided

The one drug-related death during 2006 was a hdmicin this case, the parents of a four-
year-old girl were charged with murder for allegediverdosing their child on her prescribed

medications.

Table 4. Drug/Alcohol-Related Child Faiak (2006)

Drug/Alcohol-Related
Age of Children Yes No Unknown Total
Less than 28 days - -

28 daysto <1 yr. - 6

lyr.to<2yrs. -- 1

2yrs.to<5yrs. 1 4 -- 5
5yrs.to <12 yrs. -- 4 -

12 yrs. or Older -- 6

Total 1 21
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B. DSS Involvement

1. Placement Status

In 2006, 39% of all deceased children were in gri@ent at the time of their deaths (Table 5
on next page). Their out-of-home locations werspitals (6 children), unrelated foster home (4),
pre-adoptive foster home (1), and residential ¢AyéTable 6 on next page). From 1991 to 2006, the
proportion of children who died while in placemdras ranged from 21% to 49% (34.5% median)
(Table 5). The relatively large proportions in 39095 (42-49%) were mainly attributable to
fatalities in unrelated foster homes augmented dstlts in institutional settings (mostly hospitals)
(Table 6). Many of these children died shortlyeafbirth; others were hospitalized for a relatively
short period of time with a terminal condition; asdme spent most if not all of their lives in
hospitals or pediatric nursing homes. Most of ¢hédren who died while placed with relatives or
unrelated foster parents had serious illnessesabidities.

The total number of fatalities in 1996 was not mddferent from 1995; however, there was a
further shift from placement to non-placement lawa (Table 5). This trend continued in the
ensuing years as the proportion of deceased childreon-placement locations rose to the 60-70%
level. This upward trend was interrupted in 200iew the proportion of children not in placement
fell to 57% (Table 5). In 2001, a decrease in pacement children was accompanied by an increase
in the occurrence of deaths in residential careglated foster care, and children on the run from
placement (Table 6). Of the 10 children in residéror unrelated foster care, 6 died from natural
causes (severe medical problems); 3 were acciddet#ths (neglect was a factor in one of these
deaths); and 1 died from an undetermined causél(bhd a heart condition). In 2002-2004, there
was a return to the trend of higher proportiondaexfeased children not in placement (70-77%) owing
to a major drop in placement deaths. An increasenrelated foster care deaths in 2005-2006
lowered the proportion of children not in placemean61% (Table 7 on page 17). Six of the seven
deaths in unrelated foster care during 2005-200@ \atae to natural causes. The cause of the death
for the seventh child was a homicide.

Since monitoring of child deaths began in the 198@s majority of deaths have occurred to
children living at home with parents. The propamtdf deaths in non-placement locations has ranged
from 51% to 79% (65.5% median) over the past 18sye®egardless of location, most deaths have
been due to “natural causes” and to a lesser deggerlents (Table 2 on page 10 for example). The
only time accidents exceeded natural causes wa998 (Table 2). This singular occurrence was
attributed to the high number of adolescent deatitslow number of infant deaths (Table 1 on page
8).
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Table 5. Child’'s Placement Status at Time of De@th91 - 2006)

Location of Child
Calendar Year Not in In Placement Total
Placement
1991: No. 44 22 66
% 67% 33% 100%
1992: No. 53 14 67
% 79% 21% 100%
1993: No. 35 33 68
% 51% 49% 100%
1994: No. 37 28 65
% 57% 43% 100%
1995: No. 31 22 53
% 58% 42% 100%
1996: No. 35 20 55
% 64% 36% 100%
1997: No. 29 13 42
% 69% 31% 100%
1998: No. 26 15 41
% 63% 37% 100%
1999: No. 26 13 39
% 67% 33% 100%
2000: No. 30 11 41
% 73% 27% 100%
2001: No. 26 20 46
% 57% 43% 100%
2002: No. 23 9 32
% 72% 28% 100%
2003: No. 26 10 36
% 72% 28% 100%
2004: No. 23 7 30
% 7% 23% 100%
2005: No. 19 12 31
% 61% 39% 100%
2006: No. 19 12 31
% 61% 39% 100%

NoteThe relative percentages may not sum to 100% drmuteding-off.

Table 6. Child’s Placement Status at Time of Degif91 - 2006)

Location of Child

Calendar Year Kinship Unrelated Institution Residential Pre- Supervised On the Run Total
Foster Foster (hospital) Care adoptive Independent from
Home Home Home Living Placement
1991 3 12 5 2 - - - 22
1992 2 10 2 - - - - 14
1993 3 12 16 - - - 2 33
1994 8 11 8 1 - - - 28
1995 3 10 9 - - - - 22
1996 6 8 1 - 1 1 3 20
1997 3 9 - 1 - - - 13
1998 2 6 1 2 - - 4 15
1999 2 5 2 3 - - 1 13
2000 - 3 5 - 2 - 1 11
2001 1 6 6 4 - - 3 20
2002 2 3 3 - 1 - - 9
2003 - 2 5 2 1 - - 10
2004 - - 6 - - - 1 7
2005 1 3 7 - 1 - - 12
2006 -- 4 6 1 1 -- -- 12

Note: Institution includes hospitals and pediatric nugsiomes.
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Table 7. Child’s Placement Status and Manh&eath (2006)

Manner of Death
Location of Child Natural Causes Accident Suicide orhicide Undetermined Total
Not in Placement 10 4 1 1 3 19
In Placement:
Kinship Foster Home -
Unrelated Foster Home 4 - - - - 4
Residential Care 1 - - - - 1
Institution (hospital) 5 - - - 1 6
Pre-Adoptive Foster Home 1 - -- - - 1
Supervised Independent Living --
On-the-Run from Placement - - - - - -
Total 21 4 1 1 4 31

During the period 1993-2006, approximately 85,800dren spent time in DSS placement.
Of these, an estimated 84,600 were placed in fasigfor residential care.

Of the 610 children known to DSS who died durin@3-2006, a total of 134 children died in
foster or residential care (Fig. 3). Fifteen of ttB4 children died from maltreatment; 4 of theSe 1
children died from physical abuse/negleittat occurred prior to placement in unrelatedeostre
(Fig. 4 on page 18). Of the 11 children who diexhf maltreatment that took place while the child
was in foster or residential care: neglect wasrdrdmiting factor in 8 deaths; physical abuse vines t
cause of death for 2 children; and both physicaisaband neglect were factors in the remaining
child’s death. In other words, 11 of the 134 dldwho died while placed in foster or residential
care during a 14-year period were victims of matireent (where the neglect or abuse occurred in the
placement setting). Of the remaining 119 childwdro died while in foster or residential care, 83
died from natural causes, 29 died in accidentse@wuicides, and 1 was a homicide (shooting by an
unknown/non-caretaker) (Fig. 4 and Table 8 on f)e Natural causes can be broken down into
19% SIDS, 16% AIDS, and 65% other medical probléofien congenital in origin) (Table 8).

( Figure 3. Child Fatalities 1993 - 2006
Placement Status
2%
12% 610 Children: No. %
ONot in Placement 385 63%
@ Foster and Residential Care 134 22%
2206 63% B Institutions* 75 12%
B On the Run from Placement 15 2%
@ Supervised Independent Living 1 **
* Hospitals and pediatric nursing homes ** Less than 1% after rounding-off
\

° Three of the children died from injuries (physiedluse) inflicted in their parent's home and oniéddcsuccumbed to
medical problems related to prenatal cocaine uskidbynother (neglect). They died after they wdeeg@d in unrelated
foster care.
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s
Figure 4. Child Fatalities in Foster and Residentia | Care
1993 - 2006
8% 3%
1% 134 Children: No. %
4% O Natural Causes 83 62%
B Accident 29 22%
62% [ Suicide 6 4%
22%- M Homicide (non-caretaker perpetrator) 1 1%
B Maltreatment occurred in Placement * 11 8%
@ Maltreatment occurred prior to Placement ** 4 3%
* Maltreatment occurred in foster or residential care. Note: The summation of relative percentages does
** Maltreatment occurred in home of parents prior to not equal 100% due to rounding-off.
placement in unrelated foster care where child died.
\

Table 8. Manner of Death: Childnerfroster and Residential Care (1993 — 2006)

Total Fatalities 134
Natural Causes: 83
SIDS 16
AIDS 13
Other medical (often congenital in origin) 4 5
Accidents: 29
Involving a motor vehicle 9
Drowned (2 in pools, 4 in river/lake/ocean) 6
Asphyxiation/Suffocation (soft bedding, chakiretc.) 7
Other (fire, drug overdose, fell, shot) 7
Suicide: 6
Homicide (shooting by an unknown/non-caretaker): 1
Neglect/Physical Abuse: (9 accidents, 4 homici@esatural causes) 15
Occurred in Foster/Residential Care 11
Occurred in home of parent(s) prior to placenie Foster/Residential Care al

Note: This table only includes children who died irfoster and residential homes/facilities; it doesat
include children who died while in institutions (haspitals), supervised independent living, or on theéun from

placement

2. DSS Case Status

In 2006, child deaths occurred primarily in opentpctive cases (24 of 31 or 77%) (Table 9
on next page). Over the past 16 years, the priopodf protective cases has ranged from 61% to
96% (78.5% median). During 2006, 14 protectiveesasere open for more than six months and 10
protective cases were open for six months or leiseatime of the child’s death. Of the remainihg
cases, 3 were closed less than six months pritiretehild’s death, 2 were current CHINS (Children
in Need of Services) referrals, and 2 were cumvehintary requests for services.
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Of the 24 children who died while in open proteetcases, 1 committed suicide, 1 was a
homicide victim, 2 were accident victims, and 16ddfrom natural causes. Manner of death could
not be conclusively determined for the remaininghiddren in open protective cas8sThe homicide
case involved a 4-year-old girl who was not in plaent. The suicide victim was a 16-year-old boy
not in placement.

The 7 children in the remaining cases (CHINS, wtdwy, closed) died from car accident
injuries (2), bacterial meningitis (2), cancer @)DS (1), and multiple medical conditions (1).

Table 9. Family’s Case Status at Time of Childi&ath (1991 - 2006)

Case Status at Time of Death
Calendar Current Current Current Current Case Totals
Year Protective | Protective | Voluntary | CHINS Closed
<6mos. | >6mos. | Request | Referral < 6 mos.

1991: No. 10 42 7 1 6 66
% 15% 64% 11% 2% 9% 100%

1992: No. 17 41 4 1 4 67
% 25% 61% 6% 1% 6% 100%

1993: No. 13 45 5 2 3 68
% 19% 66% 7% 3% 4% 100%

1994: No. 19 27 5 4 10 65
% 29% 42% 8% 6% 15% 100%

1995: No. 11 40 -- -- 2 53
% 21% 75% -- -- 4% 100%

1996: No. 11 31 3 3 7 55
% 20% 56% 5% 5% 13% 100%

1997: No. 10 21 2 1 8 42
% 24% 50% 5% 2% 19% 100%

1998: No. 4 21 4 5 7 41
% 10% 51% 10% 12% 17% 100%

1999: No. 11 18 1 3 6 39
% 28% 46% 3% 8% 15% 100%

2000: No. 11 21 1 2 6 41
% 27% 51% 2% 5% 15% 100%

2001: No. 8 30 1 1 6 46
% 17% 65% 2% 2% 13% 100%

2002: No. 8 20 -- 1 3 32
% 25% 62% -- 3% 9% 100%

2003: No. 10 20 -- 3 3 36
% 28% 56% -- 8% 8% 100%

2004: No. 9 16 -- 2 3 30
% 30% 53% -- 7% 10% 100%

2005: No. 8 16 1 2 4 31
% 26% 52% 3% 6% 13% 100%

2006: No. 10 14 2 2 3 31
% 32% 45% 6% 6% 10% 100%

Note: The relative percentages may not sum to 100% deeurading-off.

19 Manner of death could not be determined followamgautopsy by a medical examiner.
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3. Custody Status of Children

Eight of the 31 children who died during 2006 were¢emporary DSS custody, 2 were in
permanent DSS custody, and 1 child was in careawaluntary placement agreement. DSS seeks
court ordered custody of a child when remainingha home is contrary to the child’s welfare.
Courts can also grant custody to DSS as part oNSHtlivorce, or paternity petitions among others.
DSS can accept voluntary care of a child at a paremquest. Courts grant DSS permanent custody
of a child upon finding that the child is in neeidcare and protection. Of the 11 children in theec
of DSS, 9 died from natural causes, 1 committec¢idej and 1 child’s manner of death was
undetermined. The location of these 11 childrerew# in unrelated foster care, 3 in hospitalsy 1 i
residential care, 1 in pre-adoptive foster car@ 2rchildren in temporary custody while receiving
DSS services at home. It is not unusual for DS&tain custody for up to 6 months for some kids
who are returned home from placement. The extenthich this is done depends on the area office,
the home situation, and the court.

4. Reports of Child Maltreatment

Reports of abuse or neglect made pursuant to M€hL119, sec. 51A are screened-in when
there is reason to believe that a child has bediraated or may be at risk of maltreatment by a
caretaker. Depending on the urgency, a screenedgart is designated an emergency or non-
emergency. For screened-in emergency reports)wastigation must be completed within 24 hours
after receiving the report. Investigations promdpls/ non-emergency reports must be completed
within 10 calendar days. The reported allegatiores iavestigated by DSS staff who determine
whether the report should be supported or unsupgort

Reports alleging child maltreatment were filedtloa deaths of 10 of the 31 children known to
DSS during 2006. One report was screened-outp8rie were screened-out and referred to the
district attorneys, 3 were unsupported, and 3 wsepported. Neglect was a factor in the deaths of
the 3 children with supported reports.

The allegations of neglect were supported for tbHowing situations: (1) nursing
home/rehab staff's negligent handling of a sevededabled child with multiple medical conditions;
(2) accidental suffocation of infant while sleepwgh his mother; (3) parents charged with murder
for repeatedly overdosing their child with her mrésed medications. The infant who suffocated and
the 4-year-old who overdosed, had prior supportgmbnts of neglect that occurred less than one
month before they died. Both cases involved doimgsgilence and substance abuse.
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C. Family Demographics
1. Age and Sex of Children

In 2006, 65% of the deceased children were malbléTR0). Over the years, the proportion
of males has ranged from 49% to 80% (63.5% mediBable 10). Table 11 shows 8 male and 3
female infants. Except for 1992, 1998, and 198%ant deaths have been predominantly male.
Males have also accounted for most of the adol¢stmaths; the exceptions are 2001 and 2005 when
females outnumbered males by 2:1 (Table 11).

Table 10. Sex of Children (1989 - 2006)

Sex of Children
Male Female

Year No. % No. %

1989 47 56% 37 44%
1990 54 61% 35 39%
1991 44 67% 22 33%
1992 39 58% 28 42%
1993 42 62% 26 38%
1994 37 57% 28 43%
1995 34 64% 19 36%
1996 37 67% 18 33%
1997 22 52% 20 48%
1998 27 66% 14 34%
1999 19 49% 20 51%
2000 28 68% 13 32%
2001 23 50% 23 50%
2002 23 72% 9 28%
2003 23 64% 13 36%
2004 24 80% 6 20%
2005 19 61% 12 39%
2006 20 65% 11 35%

Table 11. Age and Sex of Children (2006)

Age of Children
Sex <1lyr. 1-<2yrs. 2-<5yrs. 5-<12yrs. 2A8yrs. 19-21yrs| Total
Male 8 1 3 3 5 - 20
Female 3 1 2 1 4 -- 11
Total 11 2 5 4 9 - 13

2. Age of Parents

Mothers of the children who died in 2006 rangeage from 14 to 55 years old. The median
ages of mothers and fathers, were 27 and 33 yesmgectively. Forty-three percent of all mothers
were 20-29 years old and 10% were less than 2@ yda(Table 12). Compared to all mothers in the
DSS caseload, a greater proportion of the mothede@eased children were 20-29 year olds (Table
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12). Over the past 15 years, the proportion o22@ear-old mothers of deceased children has ranged
from 15% to 63% (median of 37%). The years 19%9®6] and 1998 are the only years where the
proportions of 20-29 year-old ar8D-39 year-old mothers of deceased children apmated the
corresponding caseload proportions.

Table 12. Age of Parents at Time of Childsath (2006)

Mothers of Deceased Mothers in the Fathers of Deceased
Children DSS Caseload (*) Children

Parent’'s Age (yrs.) No. % % No. %
12-17 2 7% NA -- --
18-19 1 3% 3% - -
20 - 29 13 43% 27% - -
30-39 9 30% 38% 8 26%
40 -49 2 7% 25% 1 3%
50-59 2 7% 7% - -
60 - 69 -- -- -- -- --
Unknown 1 3% -- 22 71%
Deceased 1 - - -- --
Total 31 100% 100% 31 100%

(*) As of June 30, 2006, based on the numbéemfles not in placement who were 18 to 59
years old with an open case status. NAotAVailable
Note: The relative percentages may not sum to 100% drmuteding-off.

3. Matrital Status of Mothers

Ninety percent of the mothers of deceased childrere unmarried (Table 13). Over the past
15 years the proportion of unmarried mothers haged from 76% to 97% (87% median). A
comparison with the general caseload showed thigiaat70% (5% unknown marital status) of the
mothers in the caseload were unmarried (Table 13).

Table 13. Marital Status of Mathat Time of Child’s Death (2006)

Mothers of Deceased Mothers in the DSS

Children Caseload (*)
Marital Status No. % %
Married 3 10% 25%
Divorced 1 3% 9%
Separated -- -- 6%
Single (**) 26 84% 55%
Widowed 1 3% 1%
Unspecified - -- 5%
Total 31 100% 100%

(*) As of June 30, 2006, based on the numbéemales not in placement
who were 18 to 59 years old with gerocase status.
(**) Never married or single at time of klis death (unknown marital history).
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4. Mothers: Age at First Birth, DSS Placement, Merdl lliness

Sixteen mothers (52%) were known to have beentless 20 years old when they gave birth
to their first child. Six mothers (19%) were knovmnhave been placed in DSS foster or residential
care as children. Six mothers (19%) were knowhaee mental health issues. The most frequently
cited psychiatric disorders were depression (4 erg)hand anxiety/anxiety attacks (3). A few
mothers were diagnosed with bipolar affective disotbipolar disorder (1), schizoaffective disorder
(1), or paranoia (1).

5. Caretakers Actively Involved in DSS Casework

In 28 of the 31 families with deceased childreshylacaretakers were known be actively
involved with DSS caseworX. Of the 28 involved families, 23 families had oolye adult caregiver
who was an active participant. Fifteen of thedéasy caregivers were mothers, 4 were fathers, 2
were foster mothers, 1 was a female relative, amdslan adoptive mother. (See chart below)

Families Actively Involved with DSS Casework

30 Families |
Families with Adult(s) Actively Involved No Adult
Involved

28 2

A 4 v A l \ 4 \
Mother Father Mother Female Foster Adoptive Mother & Mother &
15 4 & Relative Mother Mother Foster Female
Father 1 2 1 Mother Relative

3 1 1

1n 2 families, no adult was involved. Nursing feinehab staff were the caretakers of the decedsiedfiom the

remaining family.
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6. Race and Hispanic Origin of Deceased Children @nTheir Parents

Thirty-nine percent of all children who died inG®were White, 29% were Black, 3% were
Asian, and 23% were Multi-Racial (Table 14A). Rameuld not be determined for 6% of the
deceased children. Thirty-two percent of the dseéahildren were identified as Hispanic/Latmo
(Table 14B). Compared to the DSS child caseldalchild fatalities group had a smaller proportion
of White children (Table 14A). The proportion ofaBk children was higher in the fatalities group

than in the caseload (Table 14A). Hispanic childrere more prominent in the child fatalities group
than in the DSS caseload—32% vs. 27%, respect{Valyle 14B).

Table 14A. Race of Children (2006)

Deceased Children in DSS
Children Caseload®*)

Race No. % %
White 12 39% 57%
Black 9 29% 17%
Asian 1 3% 2%
Native American - -- okk
Pacific Islander (**) -- -- ok
Multi-Racial 7 23% 4%
Unspecified 2 6% 19%
Total 31 100% 100%

(*) As of June 30, 2006, children leisart 18 years old with an open
case status.

(**) Native Hawaiian or other Pacifidasder
*** = |less than 1% after rounding-off

Note: The relative percentagesay not sum to 100% due to rounding-off.

Table 14B. Hispanic/Latino Origin of Children (2006

Deceased  Children in DSS
Children Caseload*)
Origin No. % %
Hispanic/Latino 10 32% 27%
Not Hispanic/Latino 21 68% 66%
Unspecified -- -- 7%
Total 31 100% 100%

(*) As of June 30, 2006, children leisart 18 years old with an open
case status.

12 Children of any racevho are identified as being of Hispanic/Latinogari
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For each racial category, Table 15 displays theqmtoon of deceased children in four age
groups. White children were marginally more likedybe in the 1-11 year-old group. Black children
showed a tendency towards the teen years. Hisgaildt fatalities were most prominent (60%) in

the 1-11 year-old grouf.

Table 15. Age and Race of Deceased Childreng)200

Age Groups
Race <1yr. 1- 11 yrs. 12 - 18 yrs. 19 — 21 yrs. Total
White 4 (33%) 5 (42%) 3 (25%) - - - 12 (100%)
Black 3 (33%) 1 (11%) 5 (56%) - - 9 (100%)
Asian - - 1 (100%) - -- - - 1 (100%)
Native American - - - - - - - - -
Multi-Racial 4 (57%) 3 (43%) — - - 7 (100%)
Unspecified - - 1 (50%) (0%) - - 2 (100%)
Total 11 (35%) 11 (35%) 9 (29%) - - 31 (100%)

The racial distribution for mothers was close teittlthildren’s distribution (Tables 14A and
16). Differences are attributable to multi-ractaildren. A comparison of the mothers of deceased
children to the mothers in the DSS caseload yietdsdlts which were similar to the analysis of thei

children.

Like most previous years, the proportairmothers who were Black was greater in the

fatalities group than in the overall DSS caseloBab(e 16). White mothers were under-represented
in the fatalities group when compared to the DS&load. The proportion of Hispanic mothers of
deceased children was greater than the proporfibhspanic mothers in the caseload. Twenty-nine
percent of the mothers of deceased children setfftifled as being of Hispanic origin compared to

19% for all mothers in the DSS caseload.

Table 16. Race of Parents (2006)

Mothers of Deceased Mothers in the DSS Fathers of Deceased
Children Caseload (*) Children

Race No. % % No. %
White 13 42% 59% 5 16%
Black 11 35% 15% 2 6%
Asian 1 3% 2% -- --
Native American -- - okok -- --
Pacific Islander (**) -- - Fokok -- --
Multi-Racial 4 13% 1% 1 3%
Unspecified 2 6% 23% 23 74%
Total 31 100% 100% 31 100%

(*) As of June 30, 2006, based on the numbermgfes not in placement who were 18 to 59 years

old with an open case status.

(**) Native Hawaiian or other Pacifslander.

(***) Less than 1% after rounding-off.

Note: The summation of relative percentages neyequal 100% due to rounding-off.

13 The age-group breakdown for Hispanic child faesitvas 30% infants (3 children), 60% 1-11 yeasold

(6 children), and 10% 12-18 year olds (1 child).
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7. Family Residence

Boston was the family residence of 6 children wheldn 2006. Other cities with more than
two child fatalities were Lawrence (3 children) dmlvell (3). On a county basis, 6 children were
from Suffolk, 6 from Middlesex, 5 from Worcestenda4 from Essex (Table 17). Comparing the
DSS regional distributions of deceased childrealltchildren in the caseload showed that the Boston
and Northeastern Regions were the most over-repexsand the Western and Southeastern Regions
were the most under-represented (Table 18).

Table 17. Family’'s County of Residence (2006)

County Deceased Children
Suffolk
Middlesex
Worcester
Essex
Hampden
Barnstable
Plymouth
Norfolk
Bristol
Berkshire
Franklin -
Hampshire --
Dukes -
Nantucket --
Total 31

PPNy sro @

Table 18. Child’s DSS Service Region at Time of th¢2006)

Deceased Children Children in DSS
Caseload®*)
DSS Region No. % %
West 3 10% 20%
Central 5 16% 14%
Northeast 7 23% 18%
Metro 4 13% 14%
Southeast 5 16% 20%
Boston (**) 7 23% 13%
Total 31 100% 100%

(*) As of Jun@,2006, children less than 18 years old with agnop
case status.
(**) Brookline, Chelsea, Revere, and Winih@re part of the
Boston Region.
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8. Family Size

The median number of children in families with al¢lleath was three. In 11 of the last 14
years (1993-2006), the median value has been ti&lren per family. There were three or more
siblings in 16 (52%) of the families with a decehsshild (Table 19). From 1993-2006, the
proportion of families with three or more childreas ranged from 46% to 74%. In contrast, 24% of
the families in the overall caseload had three orenchildren (Table 19). Also, 49% of the families
in the DSS caseload had one child versus 26% dathéies with deceased children. The percentage
of one-child families of deceased children has eanigom 5% to 26% over the past 14 years.

Table 19. Family Size (2006)

Deceased Children Family DSS Caseload Family
Number of Children Count Count (*)
in Family

No. % %
one 8 26% 49%
two 7 23% 27%
three 5 16% 15%
four 9 29% 6%
five - 2%
SiX 1 3% 1%
seven or more 1 3% *x
Total Families (***) 31 100% 100%

(*) As of June 30, 2006, based on the number déficdm (less than 18 years old) with
the same case identification number and an actise status.
(**) Less than 1% after rounding-off
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D. Substance Abuse

1. Substance Abuse and Child Maltreatment

According to the Prevent Child Abuse America Filiiate Survell (PCAA 2001), substance
abuse was the most frequently cited problem affgdtamilies reported for maltreatment. Other less
frequently noted problems displayed by familiesorégd for child maltreatment were poverty and
economic strains, domestic violence, and lack o¢m@l capacity and skills (PCAA 2001). Poverty,
interpersonal violence, social isolation, the pneseof unrelated substance-abusing adults in the
home, and parental mental iliness (particularly rdegion), that often co-occur with parental
substance abuse are all associated with child eaafrent (Dore 1998Y. Estimates of 40% to 80%
have been given for the proportion of families Ine tchild welfare system with alcohol/drug and
abuse/neglect problems (studies cited by Youngcatidagues 1998 In 80% of substance-abuse-
related cases, the child’s entry into foster caas whe result of severe neglect (U.S. Department of
Health and Human Services 1999).Addicted parents are often unable to meet thelseé their
children.

The increasingly widespread use of methamphetamiriee U.S. is a new major threat to
children. Children are being exposed to home “ihkgths with serious toxicities and dangers that
have not yet been well studied (Rosas 2084Adult studies indicate life-threatening toxicitigom
both methamphetamines and lab chemicals. In addito the direct physical effects of
methamphetamines and lab chemicals, there is thstamce abuse-child maltreatment association
identified in numerous studies.

14 National Center on Child Abuse Prevention Resear@rogram of Prevent Child Abuse America. 200drréht trends
in child abuse prevention, reporting, and fataditihe 1999 fifty-state survey. Working Paper Nem®08, Chicago, IL.
26pp.

> Dore, M.M. 1998. Impact and relationship of suhstaabuse and child maltreatment: risk and resyiéactors. Paper
presented at conference on “Protecting ChildreBubstance Abusing Families” (9/28/98). Centerddvanced Studies
in Child Welfare, Univ. of Minnesota School of SaiciVork, Minneapolis, MN. 25pp.

®Young, N.K., S.L. Gardner, and K. Dennis. 1998sending to alcohol and drug problems in child aedf weaving
together practice and policy. Office of Juvenilistice and Delinquency Prevention. CWLA Press, Whagton, D.C.
179pp.

7 U.S. Department of Health and Human Services. 1B&hding perspectives and building common groandzport to
Congress on substance abuse and child protecti@.Gdvernment Printing Office, Washington, D.C543.

'8 Rosas, A. 2004. Drug endangered children: meeifetts. Presentation at Idaho’s Second AnnuagBmndangered
Children Conference. September 14-16, 2004. I&ihte Police (www.isp.state.id.us/DEC_Conference)
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2. Parent/Caretaker’s Past and Current® Use of lllicit Drugs/Alcohol

The National Center on Addiction and Substance Ab(GASA 1999) found that the
substance most frequently used by parents who imalteeated their children was alcohol, usually in
combination with other drug8. The illegal drug most often used was crack cazaifiable 20 shows
the past and current use of substances by mothdrsther primary caregivers in the household. The
18 other primary adults were: 10 fathers, 3 fostethers, 2 female relatives, 2 male partners, and 1
female adoptive parent. It should be noted thatfpilesence of another adult does not mean the adult
is actively engaged in DSS casework (see page 23).

Thirteen mothers had a documented history of algudrugs and alcohol. The proportion of
mothers (43%) with a past history of substance @bias lower than in 2005 (55%). Since 1992, the
proportion of mothers with a history of drugs/alobhas ranged from 39% in 1997 to 65% in 1994.
At the time of the CIU investigation, two mothersne known to be using substances. A significant
part of the difference between the past and cueunnts is due to a shift from “yes” in the past to
“unknown” in the present. The principal substangssd were alcohol, marijuana, and cocaine. Of
the 13 mothers known to have used substances & @, 62% used alcohol, 46% used marijuana,
and 38% used cocaine. Sixty-two percent of theherstused more than one substance. The most
frequently used combinations were: alcohol-cocané alcohol-marijuana. Compared to last year,
the proportion of mothers using alcohol was higla®26 in 2005), the proportion using cocaine was
lower (44% in 2005), and the proportion using memia was higher (44% in 2005). The only other
known drugs used by the mothers of children whd 1e2006 were: heroin (4 mothers), methadone
(1), and crack (1).

Table 20. Primary Caregiver Rast Current Use of Drugs/Alcohol (2006)

Past History of Use Current Use
Relationship to Child Yes No Unk| Totals| Yes No Un Total
Mother (*) 13 11 6 30 2 14 14 30
Other Primary Adult 4 9 5 18 1 9 8 18

(*) Does not include one mother who wasedesed.

19 At the time of the CIU investigation.
% National Center on Addiction and Substance Abli889. No safe haven: children of substance-abysingnts.
Columbia Univ., New York, NY. 167pp.
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3. Mother’s Prenatal Care and Use of Substances dng Pregnancy

One serious public health problem that continodsetan issue in case practice is that of drug-
involved infants. Eleven infants died in 2006: €aths were due to “natural causes” and 2 were
undetermined (Table 24 on page 32). In 2 of thea®ural” deaths, the mothers were known to have
used drugs and/or alcohol. A determination of drsg is made at the time of delivery, either by the
mother’s admission or from a positive toxic scredn.Table 21, the infant's medical condition is
compared to the mother’s use of substances duregnpncy.

In 2006, 3 of 11 deceased infants were born tcherstwho took drugs/alcohol during their
pregnancy (Table 21). None of the drug-exposeshiisfwere found to be victims of neglect (manner
of death accidental). Table 21 shows a total ohddical conditions for children of substance-
abusing mothers, 6 medical conditions for childoémon-substance-abusing mothers, and 4 medical
conditions for children whose mothers’ use of sabsés during pregnancy was unknown. The small
number of infants and the lack of information omglalcohol use for almost half of the mothers
precludes any statement about an association betsustance abuse and medical conditions at birth

(Table 21).

Table 21. Medical Conditions of Infantsldviother’'s Use of Substances
during Pregnancy (2006)

Drug/Alcohol Use during Pregnancy
Medical Condition Yes No Unknown Total
Prematurity 2 2 1 5
Low Birth Weight 1 1 -- 2
Congenital Condition 2 1 2 5
SIDS 1 2 1 4
TOTAL CONDITIONS 6 6 4 16
No Medical Condition(*) -- -- 1 1
TOTAL INFANTS 3 4 4 11

(*) One infant had no medical conditions
Notes(1) An infant may have more than one medical camalittonsequently, the
summation of counts for each conditimay not equal the total number of children.

In Table 22, the small numbers and a lack of infairan on prenatal care and substance abuse
prevents any comparison of the level of prenatad caceived by substance-abusing mothers and non-
substance-abusing mothers.

Table 22. Infant Deaths: Mother'srixl Care and Use of Substances
during Pregnancy (2006)

Drug/Alcohol Use during Pregnancy
Prenatal Care Yes No Unknown Total
Routine - 2 - 2
Little 1 - 2 3
None -- 1 -- 1
Unknown 2 1 2 5
TOTAL CHILDREN 3 4 4 11
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E. Domestic Violence

1. Prevalence of Domestic Violence in Families

It is now widely known that adult domestic violenand child maltreatment often occur

together.

Domestic violence perpetrators not amtyimize adults, but also harm their children,

involve them in the abuse, and instill fear in thbgnexposing them to violence directed at their
caregiver, usually the mother. Reviews of mora ttveo decades of studies have revealed that in 30
to 60 percent of the families where women were aediutheir children were also maltreatéd.

Domestic violence was reported in at least 10 ef3h families where a child died (Table 23).
If a past history with violence is included, thenther of families increases to 15. A past histdry o
violence includes mothers who were victims or pggters in a prior relationship. The prevalence of
domestic violence among fatality cases is present&dble 23 for the past 14 years.

Table 23. Prevalence of Domestic Violence amonglifias (1993-2006)

Prevalence of Domestic Violence in Families with ithFatalities

Total Families

with Child

Year Current Violence Past Violence Fatalities(*)
No. % of Total No. % of Total No.
1993 24 35% 35 51% 68
1994 11 17% 23 37% 63
1995 18 34% 25 48% 52
1996 14 26% 19 35% 54
1997 5 12% 14 34% 41
1998 15 38% 22 55% 40
1999 7 18% 15 38% 39
2000 11 27% 23 56% 41
2001 14 30% 22 48% 46
2002 10 33% 17 57% 30
2003 13 37% 17 49% 35
2004 10 33% 17 57% 30
2005 8 27% 10 33% 30
2006 10 32% 15 48% 31

(*) Family counts for the following years are lekan the number of fatalities because of siblinatile
(3 siblings in 1994, 2 in 1995, 2 in 199602997, 2 in 1998, 2 pair in 2002, 2 in 2003, @rid 2005).

2L National Council of Juvenile & Family Court Judgd999. Effective intervention in domestic violenaed child

maltreatment cases: guidelines for policy and jact
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F. Special Groups of Children

1. Adolescents

Twenty-nine percent of the children (9 of 31 cfeld) who died in 2006 were 12 years old or
older (Table 1 on page 8). Except for 1995 and22@fe proportion of adolescents has ranged from
21% to 41% (Table 1). In 1995 and 2002, the prioporof adolescents dropped to 6% (3 children)
and 12% (4 children), respectively. Prior to 198dolescents/young adults (virtually all 12-18 gear
old) accounted for approximately one-quarter ofdalhths each year (Table 1). From 1997 to 2001,
the proportion of adolescents/young adults wastsathighest level (36-41%). The number and
proportion of adolescent deaths have been relgtistble the past four years, 9-11 and 29-33%,
respectively (Table 1).

Five male adolescents and four female adolescesdsinl 2006 (Table 11 on page 21). Over
the past 18 years, the counts of deceased adolsdnegender were: mostly male in 9 years; similar
for the sexes in 7 years; and mostly female ind&s/e In 2006, 2 adolescents died from car accident
injuries, 2 from cancer, 1 from bacterial menirgyiti from heart failure, and 1 committed suicide
(Table 24). The manner of death could not be detexd for two severely disabled adolescents.

Table 24. Age of Children and Manner of Death (9006

Age of Children
Manner of Total
Death <1uyr. 1-<2yrs. 2-<5yrs. 5-<12yrs. 12-18yrs. > 18 yrs.

Natural Causes 9 1 3 4 4 -- 21
Accidental -- 1 1 - 2 -- 4
Suicide - - - - 1 -- 1
Homicide - -- 1 -- - -- 1
Undetermined (*) 2 -- -- - 2 -- 4
Total 11 2 5 4 9 -- 31

(*) Undetermined following an autopsy by a medieghminer.

Five adolescents were not in placement, 3 wergospitals, and 1 was in residential care.
The following issues were identified for the 9 akmlents: mental iliness (4), criminal activitie}, (4
neglect (3), sexual abuse (2), exposure to domeistience (2), substance abuse (1), physical abuse
(1), and special education (1). An adolescent hese more than one issue. Two adolescents were
known to have been involved with DYS.
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Table 25 displays the type of services providedbtof the 9 adolescents. Two of the
adolescents had severe medical conditions; thacssrthey received were not due to adolescent
issues. The remaining adolescent was offeredcg=yvbut he and his mother were adamantly against
receiving any assistance from DSS. Just priofigalbath (car accident), the adolescent had asked t
see a therapist (counseling). At the time of leiatd, his social worker was reviewing wait lists &0
therapist.

An adolescent may have received more than oneacsergonsequently, the breakdown of
services is based on the type of service not tmebeu of children. The most frequently provided
services were mental health counseling, trackind,lome-based treatment.

Table 25. Type and Frequency of ServigesiBed to Adolescents (2006)

Service Count of Adolescents Receiving Services

Mental Health Counseling 5
Tracking 3
Home-Based Treatment 3
Residential Treatment 2
Group Home 1
Residential Substance Abuse Treatment 1
Educational Advocacy 1
Kinship Arrangement 1
Total Services 17
Total Number of Adolescents 6

NoteAn adolescent may have received more than omiceeconsequently, the
summation of coufaiseach service does not equal the total numbehitdren.

2. Medically-Involved/Physically-Challenged Children

Nineteen of the 31 deceased children were meghtalblved; 15 of the 19 were also
physically challenged. Six of the 19 children werants, 4 were 1-4 years old, 3 were 5-8 yeaits ol
and 6 were adolescents. Fourteen of the 19 childied from medical problems related to
prematurity/congenital conditions, 2 succumbed dacer, 2 died from infectious diseases, and 1
child’s manner of death appeared to be accidental.

At the time of their death, 7 of the 19 childrenrevéiving with their parents or other family
member, 6 were in hospitals, 4 were in unrelatstefohomes, 1 was in residential care, and 1 was in
a pre-adoptive home. The four foster children wierghe Special Kids-Special Care medical
program because of their special health care ne&psecial Kids-Special Care provides intensive
medical case management for children with complexlioal needs who are in DSS custody and in
foster care. Examples of some of the medical ¢mmdi of children enrolled: uncontrolled diabetes,
congenital anomalies, liver disease, prematurfigssc quadraparesis, encephalopathy, neurological
disorders, cystic fibrosis, AIDS, renal failure,ncar, and cerebral palsy. The program is co-
sponsored by DSS, MassHealth, and NeighborhoodhHB&n.
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[1l. Child Maltreatment-Related Fatalities: 2001 —2006

The following statistics only deal with child #&ities where maltreatment was a direct cause
of death or a contributing factor to the cause editd. In 2001, DSS began compiling statistics on
maltreatment-related deaths of children whose famivere unknown to DSS and children whose
families had their DSS cases closed more than smtims prior to the child’s death. These “new”
counts were added to the “old” counts of maltreataittiren whose families had an active case status
with DSS and maltreated children whose families thadr cases closed within six months prior to
the child’s death.

During 2006, there were 10 child fatalities witlpported allegations of neglect or physical
abuse by a caretaker (Table 26 on next page). edieglas a factor in 8 deaths, physical abuse was a
factor in 1 death, and both neglect and physicasatwere factors in 1 death. The numbers of deaths
in 2004-2006 were a significant drop from years 120003 (Table 26). None of the deceased
children were in foster or residential care attihee of their deaths (Table 27 on page 37). Th&DS
case statuses of their families were: 3 open, Sedpand 4 unknown to DSS (Table 26).

* Two of the neglect-related deaths involved sleefiagies. Despite being aware of the
risk suffocation, the parents were sleeping witsirtinfants.

* Another suffocation death occurred when a 3-motthbaby was not fastened to his car
seat. He suffocated after he changed positionewgideping and was found face down at
the bottom of the car seat.

 There were two neglect cases involving substanosiaf pregnant mothers. Both
mothers had no prenatal care. Their newborns \edighpproximately 1.5 Ibs and
succumbed to complications related to prematurity.

* The circumstances of two other neglect-related hdeatere: (1) a medically fragile
(multiple medical conditions) teenager’'s arm waskken through negligent handling by
nursing home/rehab staff; following hospital treatry his medical condition worsened
and he was re-admitted; cause of death was agdbwd bronchopneumonia and
septicemia. (2) an unsupervised 8-year-old boy dragng an adult-sized ATV that
flipped over and killed him.

* Two children were victims of physical abuse. Ohéddcdied from shaken baby injuries
and the other from blunt force trauma to the abdomi both cases, the perpetrator of
physical abuse was unknown (neglect was supportezthe mother for continually taking
her child into an unsafe environment).
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Statistics pertaining to the deceased child’'s agee, gender, Hispanic origin, placement
status, and manner of death are displayed in tleniog summary profiles (Tables 26 and 27). In
Table 26, the perpetrator’s relationship to thddcis shown for each type of maltreatment. The
family’s case status is also shown in Table 26t démnparison, statistics are given for each yeanfr
2001 to 2006. Totals for the five years are alss@nted. Combining the six years allows a more
complete description of the children who died. &ample:

Profile of Child Maltreatment-Related Deaths
(Data Compiled on 77 Deaths from 2001 to 2006)

*  65% of the children were males

* 53% of the children were infants (less than 1 ydédy

* 68% of the children were victims of neglect, anoth&%o were victims of neglect and physical
abuse, 16% were victims of physical abuse

» 38% of the deaths were accidents and 32% were lbesic

» 87% of the children were not in placement

*  60% of the families were known to DSS

* 57% of the perpetrators of neglect were mothersl®&3d were fathers

* 31% of the perpetrators of physical abuse were enstand 27% were fathers

--(see Fig. 5, Tables 26 and 27 on pages 36-38)

As for race and Hispanic origin of the childrémere were too many “unknowns” the first two
years (Table 26). Removing the “unknown” countsrfrthe race and Hispanic totals yielded:

* 43% of the children were non-White
* 29% of the children were Hispanic
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Table 26. Profile of Child Neglect/Physical Abuse €aths Calendar Year
2001680 2001 | 2002| 2003] 2004 200 2006 Total
Total Child Maltreatment Fatalities 19 17 16 8 7 10 77
Family Case Status: current protective case opworéhs or less 3 - 1 1 2 1 8
current proteetisase open more than 6 month 3 4 il 2 i
case closed 6 themr less 1 2 - 1 2 -- 6
case closed nthexn 6 months 3 2 4 2 1 3 15
unknown to DSS 9 6 7 3 2 4 31
Maltreatment; neglect 11 12 10 6 5 8 52
physical abuse 3 4 1 2 1 1 12
neglect and phgbabuse 5 1 5 -- 1 1 13
Gender: male 10 11 9 7 6 7 50
female 9 6 7 1 1 3 27
Age (years): less than 1 11 9 6 6 4 5 41
1-5 6 6 6 - 2 3 23
6-11 2 2 2 - 1 1 8
12 -17 - - 2 2 - 1 5
Race: White 3 3 12 2 2 4 26
Black 2 2 - - 2 2 8
Asian - - 1 - - - 1
multi-racial 1 7 1 1 -- 1 11
unknown 13 5 2 5 3 3 31
Hispanic Origin: yes 1 4 3 3 - 3 14
no 6 5 11 2 4 7 35
unknown 12 8 2 3 3 - 28
*Perpetrator: mother 10 11 13 4 5 6 49
(Neglect) father 2 3 6 2 1 2 16
father’s girtind 1 1 - -- - -- 2
grandmother -- 1 2 -- 1 1 5
aunt - - 2 - - - 2
uncle 1 - 1 - - - 2
female legal glian -- 1 -- - - 1
foster parent 1 -- -- - 1 - 2
day care provide -- -- 1 - -- - 1
provider (afsmhool program) 1 -- - -- - -- 1
baby sitter -- -- 1 - - -- 1
unrelated adultetaker - - -- 1 - 2 3
nursing homeablstaff -- -- - -- -- 1 1
*Perpetrator: mother 1 3 2 1 1 - 8
(Physical Abuse)  father 4 1 1 1 - -- 7
mother’s boyfrie 1 1 2 - - -- 4
father’s girtind 1 - -- -- -- -- 1
uncle 1 - - - - - 1
foster parent -- -- - -- 1 -- 1
unknown 1 - 1 - - 2 4

*Perpetrators who neglect aptiysically abuse a child are counted under each
category. If more than one perpetrator victiedi a child, each perpetrator is
counted under the appropriate category(ies).
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Table 27. Placement Status and Manner of Death of
Neglected and Physically Abused Children

Calendar Year

2001-2006 2001 | 2002| 2003} 2004 200 2006 Total
Total Child Maltreatment Fatalities 19 17 16 8 7 1p 77
Placement Status: not in placement 1 14 16 9 67
unrelated foster lom 1 -- -- -- 1 -- 2
institution (hospitairsing home) 2 3 -- 1 1 8
Manner of Death: natural causes* 4 3 3 2 17
accident 6 7 T 2 3 4 29
suicide - -- 1 -- 1 -- 2
homicide 8 5 5 2 2 3 25
unknown** 1 2 -- -- -- 1 4

* Premature babies dying from congenitaiditions (neglect) or placental abruption (physetailise)

due to their mothers’ use of substamtegg pregnancy.
** Manner of death could not be determiffietbwing an autopsy by a medical examiner.
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Figure 5. Profile of Child Maltreatment Fatalities: 2001 - 2006
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IV. Age-Specific Death Rate¥

A. All Child Fatalities

According the Registry of Vital Records and Statsstthere were 599 child deaths in
Massachusetts during January 1 - December 31, Z00the deaths included 387 infants (less
than 1 year old) and 212 children 1-17 years diese counts of child fatalities were translated
to age-specific death rates using the U.S. CensmeaB’s population projections for children
residing in Massachusetts in 2086 The age-specific death rate was 3.9 child dga¢h4.0,000
resident children in Massachusetts. The rate \B&3 #r infants and 1.5 for children 1-17 years
old. Infants are defined as being less than one giel when they died.

» Massachusetts (2006): 3.9 child deaths per 10,868%ldent children in the state; 48.2 infant
deaths per 10,000 resident infants in the state Heaths of children 1-17 years old per
10,000 resident children 1-17 years old in the stat

In 2006, there were 28 child deaths (all causeB)3© families with open cases. An age-
specific death rate was determined using the 28aea children whose families had open cases
and the 41,842 childréhin the DSS caseload (open cases) on June 30, Z0@Srate was 6.7
child deaths (open cases) per 10,000 childrenarD8S caseload. Of the 28 deceased children
(open cases) known to DSS, 10 were infants and di@ W-17 years old. Age-specific death
rates for DSS infants and children 1-17 years addewt7.7 and 4.5, respectively.

» DSS Caseload (2006): 6.7 child deaths (open cages) 10,000 children in the DSS
caseload; 47.7 infant deaths per 10,000 infantstiie DSS caseload; 4.5 deaths of children
1-17 years old per 10,000 children 1-17 years oldhie DSS caseload

2 The age-specific death rate was computed by digitie number of deaths in 2006 for a specificgrgep by the
mid-year resident population in that age groupr F8S, this meant dividing the number of childremovdied while
in open cases during 2006 by the number of chiltkssithan 18 years old with open cases on 6/36/200

% Massachusetts Department of Public Health, Registi/ital Records and Statistics, childhood deattistout on
August 15, 2007.

24 U.S. Census Bureau, Population Division, Interitat& Population Projections, 2005. File 4. Inte@tate
Projections of Population by Single Year of Age &e: July 1, 2004 to 2030. (Internet Release: /2005)
(www.census.gov/population/projections/DownldFildg).x[1,520,589 children less than 18 years old (as of
7/1/2006), includes 80,219 infants and 1,440,37@ien 1-17 years old]

% The 41,842 includes 2,098 infants, 39,729 childrdrY years old, and 15 children age unspecified.

39



B. Maltreatment-Related Child Fatalities

Across the nation, an estimated 1,460 children dreth abuse and/or neglect in
FFY’2005. Expressed as a rate, this count conver®0 maltreatment-related deaths per 10,000
resident children in the United Stafés.

National (2005): .20 maltreatment-related deathard0,000 children in the U.S.

DSS recorded 10 maltreatment-related déaihsMassachusetts during 2006 — a rate of
.07 maltreatment-related deaths per 10,000 resiclaidren in Massachusetts. Six of the 10
maltreated children were in families known to DSSone of the children were in foster or
residential care. Of the 6 children from famillesown to DSS, 3 were in open cases and 3 were
in closed cases. The death rate was .72 maltreétmlated deaths (open cases) per 10,000
children in the DSS caseload. Neglect was a dmutirig factor in the deaths of all three children
with open cases.

Massachusetts (2006): .07 maltreatment-relatedttdieger 10,000 resident children in
the state

DSS Caseload (2006): .72 maltreatment-related dedbpen cases) per 10,000
children in the DSS Caseload

It should be noted that the term maltreatment-edldeath is used because neglect and/or
physical abuse were factarsthe deaths; it does not necessarily mean trexg the direct cause
of the death.

Death rates for DSS caseload children were hidhen the rates for Massachusetts and
the United States. This was expected since DSSahmsch greater proportion of families at
risk. Supported reports of maltreatment are resipéenfor 80-90% of the children who enter the
DSS system. Their families are beset by problensh sas substance abuse, poverty and
economic strains, domestic violence, and lack oémq@l capacity and skills. The use of alcohol
and drugs by pregnant mothers and the lack of atalcare are contributing factors to the birth
of premature babies with severe medical probleR®verty and the associated economic stresses
are barriers to a healthy lifestyle and qualityltheare. Children are more susceptible to fatal
accidents when parental oversight and decisioningakre impaired as parents struggle with
substance abuse, mental iliness, poverty, and ptbbiems.

% U.S. Department of Health and Human Services, Agmation on Children, Youth & Families. 2007. &hi
Maltreatment 2005. U.S. Government Printing Off\dégshington, D.C. 163pp.
(www.acf.hhs.gov/programs/cb/stats_research/indewtan)

" Maltreated children are less than 18 years oldth@gerpetrators are caretakers.
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